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Dimensions of emotional intelligence
related to physical and mental health
and to health behaviors
Enrique G. Fernández-Abascal * and María Dolores Martín-Díaz
Department of Basic Psychology II, Faculty of Psychology, National University of Distance Education, Madrid, Spain
In this paper the relationship between emotional intelligence (EI) and health is examined.
The current work investigated the dimensions of EI are sufficient to explain various
components of physical and mental health, and various categories of health-related
behaviors. A sample of 855 participants completed two measures of EI, the Trait Meta-
Mood Scale and trait emotional intelligence questionnaire, a measure of health, the
Health Survey SF-36 Questionnaire (SF-36); and a measure of health-related behaviors,
the health behavior checklist. The results show that the EI dimensions analyzed are
better predictors of mental health than of physical health. The EI dimensions that
positively explain the Mental Health Component are Well-Being, Self-Control and
Sociability, and negatively, Attention. Well-Being, Self-Control and Sociability positively
explain the Physical Health Component. EI dimensions predict a lower percentage
of health-related behaviors than they do health components. Emotionality and Repair
predict the Preventive Health Behavior category, and only one dimension, Self-Control,
predicts the Risk Taking Behavior category. Older people carry out more preventive
behaviors for health.
Keywords: trait emotional intelligence, mental health, physical health, health protective behavior, ager
differences, gender differences
Introduction
Current studies suggest that higher emotional intelligence (EI) is linked to improved psychological
and physical health, and a meta-analysis further emphasizes that the link between trait EI and
mental health is important (Martins et al., 2010).
Emotional intelligence can be broadly deﬁned as the ability to perceive, control, and evaluate
emotions (Johnson et al., 2009). This set of characteristics, which deal with the perception, expres-
sion, and regulation of moods and emotions, suggests that there must be a direct link between EI
and physical as well as psychological health (Tsaousis and Nikolaou, 2005).
There are diﬀerent conceptualizations of EI in the research literature including: ability
approaches, which examine relatively discrete mental abilities that process emotional informa-
tion (Mayer et al., 2008); and trait approaches where trait EI is postulated to be a personality trait
occupying the lower levels of the personality hierarchies (Petrides et al., 2007c). Peña-Sarrionandia
et al. (2015) in a recent meta-analysis suggest that EI is a useful construct to capture individual
diﬀerences in emotion regulation.
Emotional intelligence has been operationalized in diﬀerent ways that can be divided into two
general tendencies: maximum performance tests, which assess actual levels of EI performance
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(known as ability EI), and self-report questionnaires, which
reﬂect typical EI functioning (known as trait EI or emotional
self-eﬃcacy; Pérez et al., 2005; Siegling et al., 2014).
Within the measures to assess trait EI, as indicated by Martins
et al. (2010) in their comprehensive meta-analysis, two of the
most frequently used are the Trait Meta-Mood Scale (TMMS;
Salovey et al., 1995) and the trait emotional intelligence question-
naire (TEIQue; Petrides and Furnham, 2003a).
The TMMS is based on Salovey and Mayer’s (1990) EI model.
This self-report measure evaluates three facets of the reﬂective
processes that accompany mood states, termed the meta-mood
experience (Salovey et al., 1995). The TMMS evaluates a “reason-
able operationalization of aspects of EI” (Salovey et al., 1995, p.
147). This scale does not directly tap people’s emotional abilities
but rather their perceived beliefs about their emotional abilities.
Given its subjective nature, this instrument provides an index
of what researchers have called a proxy for perceived EI (PEI;
Salovey et al., 2002; Extremera and Fernández-Berrocal, 2005;
Paek, 2006).
The TEIQue is based on Petrides’s model (Petrides and
Furnham, 2001; Petrides et al., 2007c). Basically, this model,
whose initial sampling domain was identiﬁed through content
analysis of early EI and related models, aims at organizing in
a single framework all aﬀect-related aspects of personality. The
construct seems to encompass variance of two kinds: a portion
that is scattered across the higher-order dimensions of established
personality taxonomies and a portion of variance that lies out-
side these dimensions (Petrides et al., 2007c). Trait EI is deﬁned
as a constellation of emotion-related self-perceptions and dis-
positions located at the lower levels of personality hierarchies
(Petrides et al., 2007a).
Various works have studied the relation between EI and
physical and mental health, emotional adjustment, psychologi-
cal well-being, and life satisfaction (e.g., Goldman et al., 1996;
Extremera and Fernández-Berrocal, 2002; Salovey et al., 2002;
Saklofske et al., 2003; Petrides et al., 2007b; Johnson et al., 2009;
Mavroveli et al., 2009; Andrei and Petrides, 2013; Costa et al.,
2014; Laborde et al., 2014). However, as reported by Martins
et al. (2010) in their meta-analysis, once the relation between EI
and health is established, we need to focus on incremental valid-
ity issues. Another area of interest they point out is the relation
between EI and speciﬁc types of health conditions. Some stud-
ies have also examined the relation between EI and consumption
of substances such as alcohol and tobacco (e.g., Austin et al.,
2005; Tsaousis and Nikolaou, 2005; Saklofske et al., 2007; Hill and
Maggi, 2011), but the relation between EI, health behaviors, and
addictions is still unclear (Kun and Demetrovics, 2010; Martins
et al., 2010).
Health behaviors can be broadly deﬁned as actions undertaken
to maintain or improve health (Vickers et al., 1990). Research
indicates that, rather than being independent, health behaviors
occur in clusters or dimensions (Harris and Guten, 1979; Vickers
et al., 1990). Summarizing the empirical patterns of association
between behaviors, it has been shown that health behaviors tend
to occur in combinations requiring between two and six dimen-
sions or clusters (Harris and Guten, 1979; Tapp and Goldenthal,
1982; Krick and Sobal, 1990). When developing a measure to
assess health behaviors, the health behavior checklist (HBC),
Vickers et al. (1990), found that individual diﬀerences in health
behavior can be conceptualized in terms of a hierarchical model.
At the most general level, health behaviors formed two broad
categories or dimensions, Preventive Health Behavior and Risk
Taking Behavior.
Present Study
The purpose of this investigation is to provide more evidence
about the relationship of EI with physical and mental health, and
with health behaviors.
Themain objective of the work is to delimit the speciﬁc dimen-
sions of EI that best predict various components of physical and
mental health, and various categories of health-related behaviors.
For this purpose, we applied the two most frequently used
measures of EI, which appraise diﬀerent EI dimensions, thus
including the greatest possible number of EI dimensions.
The investigations carried out have usually applied a single EI
measure to verify the relation between this construct and health.
In this paper we apply two measures of EI that assess diﬀerent
dimensions to obtain all possible dimensions of EI to determine
the best physical and mental health.
Another objective is to determine if the dimensions of EI that
predict better physical and mental health are the same for both
types of health. We also intend to ﬁnd out if the dimensions of EI
are better predictors of physical or mental health.
As dependent variables, we assessed physical and mental
health with a genericmeasure of health, and health behaviors with
a measure of health-related behaviors.
Materials and Methods
Participants and Procedure
Participants were 855 undergraduate students, 188 male and 668
female, with a mean age of 34.27 years (SD = 9.61), and an age
range between 18 and 64 years, volunteered to take part in this
study.
There were 188 (22%)men in the sample, mean age 36.29 years
(SD = 9.96), age range between 18 and 61 years; and 668 (78%)
women, mean age 33.7 years (SD = 9.43), age range between 18
and 64 years. These people were recruited in the National Open
University (UNED). The participants were not compensated for
taking part in the study.
Measures
Trait EI Measures
Trait Meta-Mood Scale (Salovey et al., 1995)
The TMMSwas designed to assess the way people reﬂect on their
moods, and thus, it was conceived as an index of PEI (Salovey
et al., 2002). The scale has three factors that provide three sub-
scale scores: Attention or Attention to Feelings, which evaluates
the extent to which people attend to and value their emotions
and moods; Clarity or Clarity of Feelings, relating to the ability
to discriminate between emotions and moods, to feel clear rather
than confused about one’s feelings; and Repair or Mood Repair,
relating to the ability to regulate unpleasant moods or maintain
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pleasant modos and to using positive thinking to repair negative
moods.
We used the well-validated Spanish shorter version of the
TMMS (Fernández-Berrocal et al., 2004), which includes 24 items
from the original version (eight for each subscale). The original
48 items were subjected to a principal components analysis with
a varimax rotation. The analysis showed a three-factor solution
with Attention, Clarity and Repair as dimensions, consistent with
the ﬁndings of Salovey et al. (1995) for the English version. This
Spanish version has shown aceptable internal consistency and
satisfactory test–retest reliability. Further details on the scoring,
reliability, and validity of the Spanish version of TMMS can be
found in Fernández-Berrocal et al. (2004).
The ﬁnal Spanish version consists of three subscales, as in
the original version, each measuring diﬀerent aspects of PEI:
Attention (eight items corresponding to Items 7, 8, 13, 14, 35,
38, 41, and 46 of the English version), Clarity (eight items corre-
sponding to Items 9, 12, 19, 26, 37, 42, 45, and 48 of the English
version), and Repair (eight items corresponding to Items 2, 3, 6,
10, 16, 17, 40, and 43 of the English version; Fernández-Berrocal
et al., 2004). In the ﬁnal version of the TMMS, participants rate
the extent to which they agreed with each item on a 5-point
Likert-type scale ranging from 1 (Strongly disagree) to 5 (Strongly
agree).
Table 1 shows the results of internal consistency and the
descriptive statistics of the three factors of this scale in the
population of our study.
Trait emotional intelligence questionnaire (Petrides and
Furnham, 2003a; Petrides, 2009a,b)
The TEIQue operationalizes the model of Petrides (Petrides and
Furnham, 2001; Petrides et al., 2007c).
We used the most recent versión of this questionnaire, the
TEIQue v 1.50 (Petrides, 2009a). This versión consists of 153
items (rated on a 7-point Likert scale) and 13 facets, orga-
nized in four factors: Well-being, Self-control, Emotionality, and
Sociability. Two additional facets (Adaptability, Self-motivation)
contribute directly to the Global Trait EI score.
The Well-Being factor refers to a generalized sense of well-
being extending from past achievements to future expectations,
TABLE 1 | Cronbach’s alphas, means, SDs of the variables examined.
Total sample N = 855 Male N = 188 Female N = 667
Scale (number of ítems) Cronbach Alpha M SD M SD M SD
Trait Meta-Mood Scale (TMMS)
Attention (8) 0.89 27.32 6.29 25.45 6.20 27.85 6.21
Clarity (8) 0.90 28.27 6.10 29.00 6.50 28.07 5.97
Repair (8) 0.87 28.29 6.15 29.21 5.87 28.03 6.20
Trait emotional intelligence questionnaire (TEIQue)
Well-Being (3) 0.86 5.27 0.94 5.33 0.89 5.25 0.95
Emotionality (4) 0.73 5.28 0.70 5.10 0.74 5.33 0.69
Sociability (3) 0.77 4.76 0.75 4.89 0.80 4.72 0.73
Self-Control (3) 0.82 4.66 0.84 4.96 0.84 4.58 0.82
Global Trait EI 0.90 5.01 0.63 5.06 0.67 4.99 0.62
Health survey SF-36 questionnaire (SF-36)
Physical Functioning (10) 0.83 28.74 2.26 29.29 1.83 28.58 2.34
Role Physical (4) 0.92 17.84 3.15 18.43 2.69 17.67 3.25
Bodily Pain (2) 0.76 8.73 2.05 9.28 1.77 8.57 2.10
General Health (5) 0.81 19.98 3.52 20.63 3.16 19.79 3.60
Vitality (4) 0.83 14.20 3.07 15.20 2.72 13.92 3.10
Social Functioning (2) 0.83 8.64 1.75 9.03 1.48 8.53 1.81
Role Emotional (3) 0.91 13.03 2.55 13.32 2.38 12.94 2.59
Mental Health (5) 0.84 19.45 3.55 20.22 3.40 19.23 3.56
Physical Health Component (21)a 0.88 75.33 8.55 77.63 6.96 74.66 8.85
Mental Health Component (14)b 0.92 55.37 9.20 57.96 8.22 54.63 9.34
Health behavior checklist (HBC)
Wellness Maintenance and Enhancement Behaviors (10) 0.70 28.54 6.90 27.78 7.13 28.76 6.82
Accident Control Behaviors (6) 0.64 16.87 4.99 16.75 5.15 16.90 4.94
Preventive Health Behavior (16)c 0.77 45.41 10.22 44.53 10.53 45.66 10.13
Traffic Risk Taking (7) 0.65 17.09 4.68 18.14 5.20 16.80 4.48
Substance Risk Taking (3) 0.55 6.77 3.12 7.19 3.34 6.65 3.05
Risk Taking Behavior (10)d 0.62 23.85 6.02 25.33 6.68 23.43 5.76
aPhysical Health Component is the sum of Physical Functioning, Role Physical, Bodily Pain, and General Health. bMental Health Component is the sum of Vitality, Social
Functioning, Role Emotional and Mental Health. cPreventive Health Behavior is the sum of Wellness Maintenance and Enhancement Behaviors and Accident Control
Behaviors. dRisk Taking Behavior is the sum of Traffic Risk Taking and Substance Risk Taking.
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accompanied by high self-esteem, and includes the facets of
self-esteem, trait happiness, and trait optimism.
The Emotionality factor reﬂects the ability to identify and
express feelings, and to use these faculties to maintain close
relationships with signiﬁcant others, and it includes the facets
of emotion perception, emotion expression, trait empathy, and
relationships.
The Sociability factor, regarding the capacity to assert oneself
as well as to inﬂuence others’ emotions and decisions, includes the
facets of social awareness, emotion management, and assertive-
ness.
The Self-Control factor, concerning the ability to regulate
one’s impulses and emotions, as well as managing external pres-
sures and stress, includes the facets of emotion regulation, stress
management and impulsiveness.
In the 1.50 version of the TEIQue, participants rate their
degreee of agreement with each ítem on a 7-point Likert-type
scale ranging from 1 (Completely disagree) to 7 (Completely
agree).
Regarding the validation of trait EI, Petrides and colleagues
(Petrides and Furnham, 2001, 2003b; Petrides et al., 2007c)
found an oblique trait EI factor both in Eysenckian and the
Big Five factor space. Trait EI therefore provides evidence of its
discriminant validity versus well-established personality dimen-
sions.
The instrument has shown excellent psychometric properties
in a series of studies (for detailed psychometric analyses of the
TEIQue, see Mikolajczak et al., 2007; Freudenthaler et al., 2008;
Jolic-Marjanovic and Altaras-Dimitrijevic, 2014).
Table 1 presents the results of internal consistency and
descriptive statistics of the four factors that make up this ques-
tionnaire in the population of our study.
Health Measures
Health survey SF-36 questionnaire (SF-36; Ware and
Sherbourne, 1992)
This instrument was developed from the Medical Outcome
Study (MOS; Ware and Sherbourne, 1992), and measures con-
cepts that represent excellent basic human values for health.
It is applicable to the general population as well as to clin-
ical groups (McHorney et al., 1992, 1994). The SF-36 is a
generic measure of health status as opposed to one that targets
a speciﬁc age, disease, or treatment group (Ware and Gandek,
1998).
It is comprised of 36 items that report positive and negative
states of physical health and emotional well-being. It identiﬁes
eight dimensions of health: Physical Functioning, Role Physical,
Bodily Pain, General Health, Vitality, Social Functioning, Role
Emotional, and Mental Health. Subsequently, a new dimen-
sion has been included, called Health Transition, which refers
to the changes in the perception of the present state of health
compared to how it was a year ago. Higher scores indi-
cate a better state of health and/or a better quality of life
in diﬀerent areas (e.g., Physical Functioning, Mental Health,
Vitality). Summary scores for a Physical Health Component
(Physical Functioning, Role Physical, Bodily Pain, and General
Health) and a Mental Health Component (Vitality, Social
Functioning, Role Emotional, and Mental Health) can also be
derived.
The reliability and validity of the SF-36 have been well
documented by the developers of the instrument (Ware and
Sherbourne, 1992; Ware et al., 1995).
We applied the versión that asks participants about all the
health dimensions of the past 4 weeks, except for those of physical
functioning and general health.
We used a Spanish version, which has shown good internal
consistency, reliability, and validity in clinical samples (Alonso
et al., 1995, 1998).
Table 1 shows the results of internal consistency and the
descriptive statistics of the eight scales of this questionnaire and
the two general health components in the population of this
study.
Health behavior checklist (Vickers et al., 1990)
This is a 40-item scale designed to assess health behaviors.
Twenty-six of the items assess four factor-analytically derived
health behaviors (see Vickers et al., 1990, for instrument content).
TheHBCmeasures four replicable factors: WellnessMaintenance
and Enhancement Behaviors, consisting of 10 items (e.g., “I
exercise to stay healthy”); Accident Control Behaviors, with six
items (e.g., “I ﬁx broken things around my house right away”);
Traﬃc Risk Taking, with seven items (e.g., “I speed while driv-
ing”); and Substance Risk Taking, which consists of three the
ítems (e.g., “I do not drink alcohol”). Participants indicate how
well each item describes their typical behavior on a 5-point
Likert scale ranging from 1 (Disagree strongly) to 5 (Agree
strongly).
Health behaviors form two broader categories or
dimensions: Preventive Health Behavior and Risk Taking
Behavior. Preventive Health Behavior is the sum of
the scores of Wellness Maintenance and Enhancement
Behaviors and Accident Control Behaviors. Risk Taking
Behavior is the sum of the scores of Traﬃc Risk Taking
and Substance Risk Taking. In the categories of Traﬃc
Risk Taking, Substance Risk Taking, and the broad cate-
gory Risk Taking Behavior, a higher score indicates greater
risk.
The procedures used to develop the HBC are described in
Vickers et al. (1990), as well as the reliability and validity of
the scale. There is also evidence of criterion-referenced valid-
ity in comparison with relevant measures (Vickers et al., 1990;
Booth-Kewley and Vickers, 1994).
Table 1 presents the results of internal consistency and the
descriptive statistics of the four factors of this scale, and of the
two broad categories from the population of this study.
Statistical Analysis
We used SPSS (version 20) for all data analyses. Correlations
were reported as Pearson product moment correlations (two-
tailed) for all continuous variables. To explore the predic-
tive value of the EI dimensions as the independent vari-
ables, stepwise multiple regression analysis were performed,
with the components of physical and mental health and
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the categories of health-related behaviors as the dependent
variables.
Results
Internal Consistencies and Descriptive
Statistics
Cronbach alphas, means, and SDs were calculated for each scale.
Table 1 present the results for the total sample of participants, and
by gender. All the internal consistency values are within aceptable
levels.
Correlations Between the EI Dimensions and
the Physical and Mental Health Components
To test the relationship between the EI dimensions and the
health components, Pearson product moment correlations were
computed between the dimensions of the EI measures (TMMS,
TEIQue) and the physical and mental health components (SF-
36). We also examined the relation between participants’ age and
the health components.
As shown in Table 2, in general, almost all the EI dimen-
sions had a signiﬁcant and positive correlation with the two
broad Physical and Mental Health Components, and also with
the speciﬁc components, except for the Attention dimension of
TMMS,which had signiﬁcant but negative correlations with these
components.
The only dimensions with no signiﬁcant relations were:
Attention, Clarity, and Emotionality did not correlate with
Physical Functioning; Clarity, Repair, and Sociability did not
correlate with Role Physical.
Age presented signiﬁcant and positive relationship with
General Health, Vitality, Social Functioning, Role Emotional,
Mental Health, and with the broad Mental Health Component;
but its relation with Physical Functioning was negative and it did
not correlate with Role Physical, Bodily Pain, or with the broad
Physical Health Component.
Correlations Between the EI Dimensions and
the Categories of Health-Related Behaviors
To test the relationship between the EI dimensions and health-
related behaviors, Pearson product moment correlations were
computed between the EI dimensions (TMMS, TEIQue) and
these categories (HBC). We also examined the relation between
participants’ age and the health-related behaviors.
As shown in Table 2, almost all the EI dimensions had
signiﬁcant and positive relations with the speciﬁc categories
of Wellness Maintenance and Enhancement Behaviors, and
Accident Control Behaviors, and with the broad category
Preventive Health Behavior. The EI dimensions also had signif-
icant and negative correlations with the speciﬁc categories of
Traﬃc Risk Taking, and Substance Risk Taking, and with the
broad category Risk Taking Behavior, except for the Attention
dimension, which had a positive relation with the broad cat-
egory of Risk Taking Behavior. Attention had no signiﬁcant
correlations with any of the speciﬁc health-related behaviors.
Clarity did not correlate with TraﬃcRisk Taking. Repair,Well-
Being, and Sociability had no signiﬁcant relation with Traﬃc Risk
Taking, Substance Risk Taking, or with the broad category Risk
Taking Behavior.
Age had signiﬁcant relationships with all the health-related
behaviors, which were positive in the case of Wellness
Maintenance and Enhancement Behaviors, Accident Control
Behaviors, and with the broad category Preventive Health
Behavior, and negative in the case of Traﬃc Risk Taking,
Substance Risk Taking, and the broad category Risk Taking
Behavior.
Stepwise Multiple Regression with EI
Dimensions as Predictor Variables, and
Criterial Variables Each One of the Physical
and Mental Health Components
Prior to the stepwise multiple regression analysis, the relation-
ships between independent variables (TMMS, TEIQue) and the
dependent variables (SF-36) were examined. Independent vari-
ables signiﬁcantly associated with the physical and mental health
components were considered candidate predictors and were
entered into the stepwise multiple regression analysis.
In order to avoid the collinearity problem with the TEIQue
factors, and also because our focus was on the study of the EI
dimensions and not on general EI, we did not enter the general
EI measure from this questionnaire in any analysis.
We followed the same procedure as with the EI dimensions
with the independent variable age, considering it an independent
variable in the situations in which it had a signiﬁcant relation with
some health component.
In all the analyses, gender was entered as an independent vari-
able to determine whether it predicted health. The assigned code
for the analyses was 1 = men and 2 = women.
In this type of regression analysis, the sign of the partial regres-
sion coeﬃcient (ß) of a variable should not be the same as the sign
of the simple correlation coeﬃcient between that variable and the
dependent variable because of the adjustmentsmade to obtain the
best possible equation.
The results are presented in Table 3. In general, the EI dimen-
sions predicted mental health more strongly than physical health.
Starting with the two broad health components, the EI dimen-
sions explained the Mental Health Component better than they
explained the Physical Health Component.
Regarding the broad health component, Physical Health
Component, the prediction model contained ﬁve predictors and
was reached in ﬁve steps, F(5,849) = 30.047, p < 0.001, account-
ing for 15.6% of the variance of the Physical Health Component
(R2 = 0.156). The signiﬁcant predictors of this model were
Well-Being (R2 = 0.114), Gender (R2 = 0.016), Seﬂ-Control
(R2 = 0.01), Sociability (R2 = 0.01), and Age (R2 = 0.007),
with the men obtaining higher scores than the women in this
component (see the mean score of men and women in Table 1).
Regarding the Mental Health Component, the model con-
tained ﬁve predictors and include ﬁve steps, F(5,849) = 153.342,
p < 0.001, accounting for 48.4% of the variance of this compo-
nent (R2 = 0.484). The signiﬁcant predictors of this model were
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Well-Being (R2 = 0.381), Self-Control (R2 = 0.068), Attention
(R2 = 0.027; the relation is negative, see Table 2), Sociability
(R2 = 0.003), and Gender (R2 = 0.003). The men presented
higher scores than the women in the Mental Health Component
(see the mean score of men and women in Table 1). The results
are similar to those of the Physical Health Component, except
that in the Mental Health Component Age was not a predictor,
but Attention was.
Regarding the speciﬁc health components, Mental Health, the
model F(4,850) = 221.801, p < 0.001, accounted for approxi-
mately 52% of the variance of the Mental Health (R2 = 0.516).
Signiﬁcant predictors wereWell-Being (R2 = 0.410), Self-Control
(R2 = 0.084), Attention (R2 = 0.018; the relation was negative, see
Table 2), and Sociability (R2 = 0.005).
The EI dimensions also predicted a considerable percentage of
the variance of Vitality 33.8% (R2 = 0.338), Role Emotional 28.7%
(R2 = 0.287), Social Functioning 22.8% (R2 = 0.228), andGeneral
Health 20.3% (R2 = 0.203).
As seen in Table 3, the EI dimensions that do not emerge
as predictors of health components are Clarity, Repair, and
Emotionality. The EI dimension that most strongly predicts
health behaviors is Well-Being, followed by Attention and Self-
Control, but predicting a much lower percentage.
Stepwise Multiple Regression with EI
Dimensions as Predictor Variables, and
Criterial Variables Each One of the
Categories of Health-Related Behaviors
The same procedure as in the former stepwise multiple regres-
sion analyses was followed to select the possible predictors. In
these analyses, the dependent variables were each one of the cat-
egories of the HBC scale. The same procedure was followed to
enter age into the analyses. Gender was entered in all the analyses;
the assigned code was 1 = men and 2 = women.
As in the analyses with the health components, we did not
enter general the measure of EI from the TEIQue questionnaire
in the analyses to avoid the colinearity problem with the TEIQue
factors, and also because our focus was on the study of the EI
dimensions and not on general EI.
The results can be seen in Table 3. EI dimensions predict
almost equally the two broad categories of health-related behav-
iors, Preventive Health Behavior and Risk Taking Behavior.
In the broad category of Risk Taking Behavior, the predic-
tion model contained three predictors and was reached in three
steps, F(3,851) = 29.659, p < 0.001, accounted for 9.6% of the
variance (R2 = 0.096). Signiﬁcant predictors of this model were
Age (R2 = 0.043; the relation was negative, see Table 2), Gender
(R2 = 0.023), with men assuming more risk behaviors related to
traﬃc safety, and in consumption of substances such as alcohol
and tobacco (see mean scores of men and women in Table 1).
The only EI predictor was Self-Control (R2 = 0.030; the relation
was negative, see Table 2).
In the other broad category, Preventive Health Behavior,
the prediction model also contained three predictors,
F(3,851) = 26.205, p < 0.001, accounting for 8.6% of the
variance (R2 = 0.086). Signiﬁcant predictors of this model
were Emotionality (R2 = 0.052), Age (R2 = 0.025), and Repair
(R2 = 0.009).
The EI dimensions of Attention and Sociability did not emerge
as predictors of health-related behaviors. The EI dimensions of
Emotionality and Well-Being, followed by Self-Control, were the
ones that best predicted this type of behaviors.
Conclusion
The current research investigated the EI dimensions that can
explain various general, physical, and mental health components,
and various categories of health-related behaviors.
Most of the studies carried out to verify the relation between EI
and health have observed a relation with general EI. Nevertheless,
some studies have used EI measures that provide scores in spe-
ciﬁc dimensions that predict health (Extremera and Fernández-
Berrocal, 2002; Salovey et al., 2002; Tsaousis and Nikolaou, 2005;
Johnson et al., 2009). In our study, we extended the number of EI
dimensions by using two measures that assess diﬀerent dimen-
sions, and the results obtained provide sets of EI dimensions that
predict health.
One of our goals was to obtain outcomes with the greatest pos-
sible number of EI dimensions in order to delimit those that best
predict health and health-related behaviors. Hence, in our inves-
tigation, we extended the assessment of EI, applying the two most
used measures, the TMMS and the TEIQue (Martins et al., 2010),
which appraise diﬀerent EI dimensions. Similarly, to expand the
study to the greatest possible number of health components, we
applied a general health questionnaire, the SF-36, which provides
two general measures of physical and mental health, and various
more speciﬁc health components.
In addition to this measure of general health, due to the
scarcity of studies carried out to establish an association between
EI and health-related behaviors, and between EI and addiction-
related behaviors (Kun and Demetrovics, 2010; Martins et al.,
2010), we also wished to appraise this relation in our study, apply-
ing the HBC, a scale speciﬁcally designed to assess healthy behav-
iors, which provides two broad categories, Preventive Health
Behavior and Risk Taking Behavior, and four more speciﬁc fac-
tors.
From the regression analyses, it can be concluded that the
EI dimensions analyzed are better predictors of mental health
(48.4%) than of physical health (15.6%). The data obtained pro-
vide signiﬁcant results to be able to delimit the speciﬁc EI
dimensions most closely related to health.
Regarding the broad Mental Health Component, where a
higher score predicts better mental health, the group of EI dimen-
sions that explain it positively are Well-Being, Self-Control and
Sociability, and negatively in the case of Attention.
The EI dimensions that positively explain the Physical Health
Component, where a higher score predicts better physical health,
are Well-Being, Self-Control and Sociability of the TEIQue.
With regard to TMMS, Extremera and Fernández-Berrocal
(2002) also applied regression analysis to obtain the dimensions
that best predict the health components, but we cannot compare
our results with theirs because, in our study, we entered more
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TABLE 3 | Stepwise multiple regression analysis.
Model R R2 R2
adjusted
R2
change
F(df) ß ß
standarized
t
Dependent variables: components of the health survey SF-36 questionnaire (SF-36)
Independent variables: dimensions of the Trait Meta-Mood Scale (TMMS) and Trait Emotional Intelligence Questionnaire (TEIQue)
Dependent variable: Physical Functioning
Model 1: Well-Being 0.178 0.032 0.031 0.032 27.317 (1,853)∗∗∗ 0.436 0.178 5.232∗∗∗
Model 2: Well-Being
Age 0.254 0.064 0.062 0.033 28.814 (2,852)∗∗∗
0.518
−0.044
0.212
−0.184
6.218∗∗∗
−5.416∗∗∗
Model 3: Well-Being 0.512 0.209 6.206∗∗∗
Age
Gender 0.291 0.085 0.082 0.020 25.820 (3,851)∗∗∗
−0.047
−0.787
−0.199
−0.144
−5.889∗∗∗
−4.315∗∗∗
Dependent variable: Role Physical
Model 1: Self-Control 0.200 0.040 0.039 0.040 34.901 (1,853)∗∗∗ 0.748 0.200 5.908∗∗∗
Model 2: Self-Control
Well-Being 0.220 0.049 0.046 0.008 21.263 (2,852)∗∗∗
0.534
0.367
0.143
0.108
3.591∗∗∗
2.713∗∗
Model 3: Self-Control 0.446 0.120 2.913∗∗
Well-Being −0.041 −0.081 −2.286∗
Attention 0.233 0.054 0.051 0.006 15.990 (3,851)∗∗∗ 0.365 0.107 2.705∗∗
Dependent variable: Bodily Pain
Model 1: Well-Being 0.180 0.033 0.031 0.033 28.095 (1,853)∗∗∗ 0.400 0.180 5.300∗∗∗
Model 2: Well-Being
Gender 0.224 0.050 0.048 0.018 22.109 (2,852)∗∗∗
0.388
−0.662
0.175
−0.134
5.178∗∗∗
−3.954∗∗∗
Dependent variable: General Health
Model 1: Well-Being 0.424 0.180 0.179 0.180 179.839 (1,853)∗∗∗ 1.595 0.424 13.410∗∗∗
Model 2: Well-Being
Self-Control 0.439 0.193 0.191 0.013 97.960 (2,852)∗∗∗
1.322
0.566
0.352
0.136
9.470∗∗∗
3.656∗∗∗
Model 3: Well-Being
Self-Control
Sociability 0.446 0.199 0.196 0.006 67.749 (3,851)∗∗∗
1.488
0.609
−0.434
0.396
0.146
−0.092
9.632∗∗∗
3.925∗∗∗
−2.471∗
Model 4: Well-Being
Self-Control
Sociability
Gender 0.451 0.203 0.199 0.004 52.101 (4,850)∗∗∗
1.519
5.48
−0.459
−0.557
0.404
0.132
−0.098
−0.066
9.809∗∗∗
3.475∗∗∗
−2.612∗∗
−2.081∗
Dependent variable: Vitality
Model 1: Well-Being 0.540 0.291 0.290 0.291 342.622 (1,853)∗∗∗ 1.788 0.540 18.510∗∗∗
Model 2: Well-Being
Self-Control 0.563 0.317 0.316 0.026 193.728 (2,852)∗∗∗
1.450
0.696
0.437
0.192
12.925∗∗∗
5.663∗∗∗
Model 3: Well-Being
Self-Control
Gender 0.576 0.332 0.330 0.014 137.811 (3,851)∗∗∗
1.488
0.587
−0.910
0.449
0.162
−0.123
13.360∗∗∗
4.718∗∗∗
−4.248∗∗∗
Model 4: Well-Being
Self-Control
Gender
Attention 0.581 0.338 0.334 0.006 105.877 (4,850)∗∗∗
1.485
0.509
−0.851
−0.039
0.448
0.140
−0.115
−0.079
13.374∗∗∗
3.997∗∗∗
−3.967∗∗∗
−2.658∗∗
Dependent variable: Social Functioning
Model 1: Well-Being 0.406 0.165 0.164 0.165 164.231 (1,853)∗∗∗ 0.764 0.406 12.815∗∗∗
Model 2: Well-Being
Attention 0.456 0.208 0.206 0.043 108.715 (2,852)∗∗∗
0.700
−0.058
0.372
−0.209
11.886∗∗∗
−6.677∗∗∗
Model 3: Well-Being
Attention
Self-Control 0.477 0.228 0.225 0.020 81.509 (3,851)∗∗∗
0.540
−0.048
0.358
0.287
−0.172
0.173
7.978∗∗∗
−5.379∗∗∗
4.655∗∗∗
Dependent variable: Role Emotional
Model 1: Well-Being 0.421 0.177 0.176 0.177 180.389 (1,853)∗∗∗ 1.152 0.421 13.431∗∗∗
(Continued)
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TABLE 3 | Continued
Model R R2 R2
adjusted
R2
change
F(df) ß ß
standarized
t
Model 2: Well-Being
Attention 0.489 0.239 0.237 0.062 131.350 (2,852)∗∗∗
1.040
−0.102
0.380
−0.252
12.439∗∗∗
−8.239∗∗∗
Model 3: Well-Being
Attention
Self-Control 0.517 0.268 0.265 0.028 101.608 (3,851)∗∗∗
0.762
−0.084
0.617
0.279
−0.208
0.205
7.975∗∗∗
−6.698∗∗∗
5.682∗∗∗
Model 4: Well-Being
Attention
Self-Control
Sociability 0.527 0.278 0.274 0.010 80.044 (4,850)∗∗∗
0.920
−0.078
0.670
−0.411
0.336
−0.194
0.223
−0.120
8.699∗∗∗
−6.225∗∗∗
6.145∗∗∗
−3.393∗∗∗
Model 5: Well-Being
Attention
Self-Control
Sociability
Age 0.536 0.287 0.283 0.009 66.962 (5,849)∗∗∗
0.895
−0.073
0.632
−0.412
0.026
0.327
−0.181
0.210
−0.121
0.100
8.486∗∗∗
−5.815∗∗∗
5.804∗∗∗
−3.427∗∗∗
3.294∗∗∗
Dependent variable: Mental Health
Model 1: Well-Being 0.640 0.410 0.409 0.410 578.526 (1,853)∗∗∗ 2.432 0.640 24.053∗∗∗
Model 2: Well-Being
Self-Control 0.703 0.494 0.492 0.084 406.000 (2,852)∗∗∗
1.745
1.429
0.459
0.342
15.800∗∗∗
11.758∗∗∗
Model 3: Well-Being
Self-Control
Attention 0.715 0.512 0.510 0.018 290.434 (3,851)∗∗∗
1.741
1.256
−0.079
0.458
0.300
−0.140
16.039∗∗∗
10.172∗∗∗
−5.525∗∗∗
Model 4: Well-Being
Self-Control
Attention
Sociability 0.719 0.516 0.514 0.005 221.801 (4,850)∗∗∗
1.892
1.307
−0.073
−0.396
0.498
0.313
−0.130
−0.084
15.739∗∗∗
10.523∗∗∗
−5.112∗∗∗
−2.877∗∗
Dependent variable: Physical Health Componenta
Model 1: Well-Being 0.337 0.114 0.113 0.114 104.464 (1,853)∗∗∗ 3.097 0.337 10.221∗∗∗
Model 2: Well-Being
Gender 0.361 0.130 0.128 0.016 60.770 (2,852)∗∗∗
3.049
−2.618
0.332
−0.128
10.143∗∗∗
−3.905∗∗∗
Model 3: Well-Being
Gender
Self-Control 0.374 0.140 0.137 0.010 43.968 (3,851)∗∗∗
2.473
−2.219
1.206
0.269
−0.108
0.119
6.976∗∗∗
−3.263∗∗∗
3.024∗∗
Model 4: Well-Being
Gender
Self-Control
Sociability 0.387 0.149 0.145 0.010 35.628 (4,850)∗∗∗
3.005
−2.348
1.322
−1.360
0.327
−.115
0.130
−0.118
7.634∗∗∗
−3.464∗∗∗
3.317∗∗∗
−3.044∗∗
Model 5: Well-Being
Gender
Self-Control
Sociability
Age 0.396 0.156 0.151 0.007 30.047 (5,849)∗∗∗
3.088
−2.487
1.443
−1.374
−0.077
0.336
−0.121
0.142
−0.120
−0.086
7.848∗∗∗
−3.670∗∗∗
3.608∗∗∗
−3.086∗∗
−2.592∗∗
Dependent variable: Mental Health Componentb
Model 1: Well-Being 0.617 0.381 0.380 0.381 506.709 (1,853)∗∗∗ 6.084 0.617 22.510∗∗∗
Model 2: Well-Being
Self-Control 0.670 0.449 0.448 0.068 335.442 (2,852)∗∗∗
4.472
3.341
0.454
0.308
14.863∗∗∗
10.099∗∗∗
Model 3: Well-Being
Self-Control
Attention 0.690 0.477 0.475 0.027 249.324 (3,851)∗∗∗
4.459
2.781
−0.253
0.452
0.257
−0.173
15.193∗∗∗
8.334∗∗∗
−6.549∗∗∗
Model 4: Well-Being
Self-Control
Attention
Sociability 0.693 0.480 0.478 0.003 189.387 (4,850)∗∗∗
4.790
2.901
−0.241
−0.871
0.486
0.268
−0.165
−0.071
14.742∗∗∗
8.615∗∗∗
−6.177∗∗∗
−2.343∗
Model 5: Well-Being
Self-Control
Attention
Sociability
Gender 0.695 0.484 0.480 0.003 153.342 (5,849)∗∗∗
4.871
2.767
−0.231
−0.939
−1.307
0.494
0.255
−0.158
−0.076
−0.059
14.942∗∗∗
8.120∗∗∗
−5.901∗∗∗
−2.524∗
−2.290∗
(Continued)
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TABLE 3 | Continued
Model R R2 R2
adjusted
R2
change
F(df) ß ß
standarized
t
Dependent variables: categories of the health behavior checklist (HBC)
Independent variables: dimensions of the Trait Meta-Mood Scale (TMMS) and Trait Emotional Intelligence Questionnaire (TEIQue)
Dependent variable: Wellness Maintenance and Enhancement Behaviors
Model 1: Well-Being 0.206 0.042 0.041 0.042 37.124 (1,853)∗∗∗ 1.535 0.206 6.093∗∗∗
Model 2: Well-Being
Age 0.238 0.057 0.054 0.014 25.071 (2,852)∗∗∗
1.372
0.087
0.184
0.121
5.392∗∗∗
3.537∗∗∗
Model 3: Well-Being
Age
Gender 0.251 0.063 0.059 0.006 18.660 (3,851)∗∗∗
1.382
0.093
1.325
0.185
0.129
0.079
5.444∗∗∗
3.767∗∗∗
2.359∗
Model 4: Well-Being
Age
Gender
Clarity 0.260 0.067 0.063 0.005 15.078 (4,850)∗∗∗
1.233
0.091
1.381
0.081
0.166
0.127
0.083
0.071
4.678∗∗∗
3.709∗∗∗
2.458∗
2.031∗
Dependent variable: Accident Control Behaviors
Model 1: Emotionality 0.221 0.049 0.048 0.049 42.945 (1,853)∗∗∗ 1.566 0.221 6.553∗∗∗
Model 2: Emotionality
Age 0.264 0.070 0.068 0.021 31.362 (2,852)∗∗∗
1.418
0.076
0.200
0.146
5.936∗∗∗
4.343∗∗∗
Model 3: Emotionality
Age
Clarity 0.283 0.080 0.077 0.010 24.224 (3,851)∗∗∗
0.975
0.075
0.098
0.137
0.145
0.119
3.498∗∗∗
4.323∗∗∗
3.054∗∗
Model 4: Emotionality
Age
Clarity
Self-Control 0.291 0.085 0.080 0.005 19.327 (4,850)∗∗∗
0.771
0.069
0.091
0.465
0.109
0.133
0.111
0.079
2.615∗∗
3.917∗∗∗
2.827∗
2.084∗
Dependent variable: Preventive Health Behaviorc
Model 1: Emotionality 0.228 0.052 0.051 0.052 46.071 (1,853)∗∗∗ 3.327 0.228 6.788∗∗∗
Model 2: Emotionality
Age 0.278 0.077 0.075 0.025 34.948 (2,852)∗∗∗
2.996
0.170
0.206
0.160
6.127∗∗∗
4.757∗∗∗
Model 3: Emotionality
Age
Repair 0.293 0.086 0.083 0.009 26.205 (3,851)∗∗∗
2.427
0.159
0.174
0.167
0.149
0.103
4.612∗∗∗
4.441∗∗∗
2.850∗∗
Dependent variable: Traffic Risk Taking
Model 1: Age 0.190 0.036 0.035 0.036 31.597 (1,853)∗∗∗ −0.093 −0.190 −5.621∗∗∗
Model 2: Age
Gender 0.237 0.056 0.054 0.020 24.896 (2,852)∗∗∗
−0.100
−1.599
−0.206
−0.141
−6.101∗∗∗
−4.192∗∗∗
Model 3: Age
Gender
Self-Control 0.270 0.073 0.070 0.017 22.028 (3,851)∗∗∗
−0.088
−1.856
−0.754
−0.180
−0.164
−0.136
−5.262∗∗∗
−4.835∗∗∗
−3.929∗∗∗
Dependent variable: Substance Risk Taking
Model 1: Self-Control 0.146 0.021 0.020 0.021 18.141 (1,853)∗∗∗ −.540 −0.146 −4.259∗∗∗
Model 2: Self-Control
Gender 0.177 0.031 0.029 0.010 13.442 (2,852)∗∗∗
−0.612
−0.767
−0.165
−0.102
−4.759∗∗∗
−2.929∗∗
Model 3: Self-Control
Gender
Age 0.196 0.038 0.035 0.007 11.133 (3,851)∗∗∗
−0.546
−0.812
−0.029
−0.147
−0.108
−0.088
−4.180∗∗∗
−3.103∗∗
−2.518∗
Dependent variable: Risk Taking Behaviord
Model 1: Age 0.208 0.043 0.042 0.043 37.775 (1,853)∗∗∗ −0.130 −0.208 −6.146∗∗∗
Model 2: Age
Gender 0.257 0.066 0.064 0.023 29.539 (2,852)∗∗∗
−0.140
−2.207
−0.224
−0.152
−6.661∗∗∗
−4.519∗∗∗
Model 3: Age
Gender
Self-Control 0.310 0.096 0.093 0.030 29.659 (3,851)∗∗∗
−0.118
−2.654
−1.290
−0.189
−0.183
−0.181
−5.585∗∗∗
−5.438∗∗∗
−5.291∗∗∗
Total sample N = 855, ***p ≤ 0.001; **p ≤ 0.01; *p ≤ 0.05. aPhysical Health Component is the sum of Physical Functioning, Role Physical, Bodily Pain and General
Health. bMental Health Component is the sum of Vitality, Social Functioning, Role Emotional and Mental Health. cPreventive Health Behavior is the sum of Wellness
Maintenance and Enhancement Behaviors and Accident Control Behaviors. dRisk Taking Behavior is the sum of Traffic Risk Taking and Substance Risk Taking.
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EI dimensions as predictor variables. Nevertheless, some of the
results are common: in both studies, the dimension of Attention
coincides as a negative predictor of Role Physical, Vitality, Social
Functioning, Role Emotional, and Mental Health.
Regarding the health-related behaviors, the results of the
regression analyses, show that the EI dimensions predict a lower
percentage of health-related behaviors than of health compo-
nents. In the broad category, Risk Taking Behavior, the only EI
dimension that predicts assuming health risks is Self-Control
(TEIQue), a high score in this EI dimension predicts tak-
ing fewer risks. In the category of Preventive Health Behavior,
two EI dimensions emerge that predict preventive behaviors,
Emotionality and Repair.
As with the relation between EI and health, a single measure
of EI is usually employed to examine the relation between EI and
health-related behaviors, and only one or two unhealthy behav-
iors, such as alcohol and tobacco consumption, are tested (Austin
et al., 2005; Tsaousis and Nikolaou, 2005; Limonero et al., 2006;
Hill and Maggi, 2011). In this work, in addition to the results
for the risk behaviors of alcohol and tobacco consumption, we
also obtained results concerning traﬃc risk taking and preventive
health-related behaviors.
Lastly, we note that gender emerges as a predictor of health,
with the men obtaining higher values than the women both in
the Mental Health and the Physical Health Component. Men also
seem to display more health risk behaviors.
Age predicts fewer health risk behaviors, and it is a protec-
tor element, older people carry out more preventive behaviors for
health.
These results can help future research to continue delimit-
ing the speciﬁc EI dimensions that contribute to better health
and to promoting the mechanisms through which emotional
management can inﬂuence physical and mental health.
Regarding the data obtained from the correlations between the
EI dimensions and the physical and mental health components,
the results show that almost all the EI dimensions assessed are
positively related to the Physical andMental Health Components,
except for Attention, which has a negative relation.
When examining the same relation between EI (TMMS) and
health (SF-36), Extremera and Fernández-Berrocal (2002) only
found a positive relation of the dimension of Attention with Role
Emotional, but no relation was found with the remaining health
components. Regarding the Clarity dimension, our results are
similar to those obtained by these authors, although in our study,
positive and signiﬁcant relations were established with a larger
number of health components. Lastly, these authors found a sig-
niﬁcant but negative relation between the Repair and Bodily Pain
dimensions, and in our study, the relation between these dimen-
sions was positive; that is, EI dimension of Repair is related to
having fewer symptoms of bodily pain. This EI dimension has sig-
niﬁcant and positive relations with other health components, and
our results are fairly similar to those obtained by these authors.
Salovey et al. (2002), found no relation between the Attention
dimension and physical symptoms, but they did ﬁnd a rela-
tion between the dimensions of Clarity and Repair with physical
symptoms, both these EI dimensions were associated with lower
levels of symptom reporting, social anxiety, and depression.
Freudenthaler et al. (2008), applying the TEIQue question-
naire, found a negative relation between somatic complaints,
referring to various physical symptoms and bodily sensations
scale, and the dimensions of Well-Being, Self-Control, and
Sociability. Also with the TEIQue questionnaire, Mikolajczak
et al. (2006) found a positive relation between physical and men-
tal health and the four EI dimensions, Well-being, Self-Control,
Emotionality, and Sociability. The results of these studies are sim-
ilar to those obtained in this work, in which we veriﬁed that
the dimensions of the TEIQue questionnaire present signiﬁcant
and positive relationships with the physical and mental health
components.
In the results of this work, age had positive relations with
almost all the components of physical and mental health, because
these components—except for Physical Functioning and General
Health—reﬂect information referring to the past 4 weeks before
completing the questionnaire. Physical Functioning, which had
a negative relation with age, appraises limitations to perform
all kinds of physical activity, such as swimming, dressing, walk-
ing, squatting, going upstairs, lifting weights, and moderate and
intense eﬀorts. All these activities may be aﬀected by age.
Regarding health-related behaviors, not all the EI dimensions
are related to these behaviors. Attending to the two broad cate-
gories, all the EI dimensions except for Attention have a positive
relation with Preventive Health Behavior, such that higher val-
ues in these dimensions imply preventive health behaviors. In
the other broad category, Risk Taking Behavior, where a high
score implies performing health risk behaviors, such as traﬃc risk
taking, alcohol consumption, and smoking, not all the EI dimen-
sions have a relation. Speciﬁcally, those that do not are Repair,
Well-Being, and Sociability. The Attention dimension is posi-
tively related to this category, such that a high score in Attention
is related to health risk behaviors, although the relation is not very
high. The negatively related EI dimensions, in which a high score
implies assuming fewer health risks, are Clarity, Emotionality,
and Self-Control.
Tsaousis and Nikolaou (2005), examined the relation between
EI and health behaviors, ﬁnding a negative relation between
total EI and smoking and drinking, and a positive relation with
exercising.
Limonero et al. (2006), applied the TMMS to determine the
relation between EI and tobacco and cannabis use among univer-
sity students, ﬁnding that the students who consumed tobacco or
cannabis and who presented lower levels of the Repair dimen-
sion had started consuming tobacco or cannabis at an earlier
age. The dimension of Clarity appears to be related to the occa-
sional consumption of cannabis, such that the students obtaining
high scores consumed less, whereas the dimension of Attention
was not involved in the consumption of these substances. In our
study, the dimension of Repair did not have a signiﬁcant relation
with health risk behaviors. Clarity presented a negative relation,
and Attention was related to tobacco consumption in addition to
other health risk behaviors.
Several limitations of the present study must be mentioned.
This study was conducted with self-report measures, so it is likely
that social desirability may have inﬂuenced the responses. Due
to the cross-sectional design of our study, the assumption of
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causality should be considered with caution, and a follow-up
longitudinal study would be valuable to address this limitation,
so that future research using prospective designs is needed to
conﬁrm our ﬁndings.
Despite these limitations, this study provides preliminary evi-
dence of some of the EI dimensions that could explain each one
of the general components of physical and mental health, as well
as some representative categories of health-related behaviors.
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